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Montana Department of Corrections 
 

Therapeutic Level of Care Review Form 

 
To: Medical Director; Medical Review Panel (MRP)        Date: ______________________ 

 

Submitted By: _____________________________________________________________   

 

Facility/ Program: __________________________________________________________ 

 

Offender Name/Number: _______________      Offender DOB: _____________________ 

          

Level (Circle One):    Level 1 Level 2      Level 3        Level 4  

 

Diagnosis: ________________________________________________________________ 

 

_________________________________________________________________________ 

 

When was the patient diagnosed?  ___________________________________________ 

 

Treatment Proposed:______________________________________________________ 

 

Factors for consideration: __________________________________________________ 

 

_______________________________________________________________________ 

 

Committee Comments/ Recommendation:  ____________________________________ 

 

_______________________________________________________________________ 

 

_______________________________________________________________________ 

 

 

Committee Member Signatures: 

 

_________________________________ ________________________________ 

 

_________________________________ ________________________________ 

 

_________________________________ ________________________________ 

 

_________________________________ ________________________________ 

 

 


